
The paper STI will initially mirror the electronic form in
its essential outlines, but with some streamlining. We will
try and banish long, indigestible, tables to STI Online. The
“Global views” section will have the abstract in paper form
and a longer manuscript than at present in e-format. We
will do the same for articles dealing with operational issues,
with an important but geographically limited audience.
This will come under the heading of “In practice”. We will
be able to make much more adventurous use of colour.

On a longer perspective we think the written journal will
not only become slimmer, but it will change fundamentally
in character from a journal of fact to something more like
what one of our editorial board members called for—a
“one stop” journal. One attendee at the brainstorming ses-
sion, in answer to the question “what do you see the paper
journal doing in the future?” after some thought came out
with: “nothing!” That may be too revolutionary but it con-
tains an inescapable truth. “pSTI”, or for that matter
“p-anything” will be unimaginably diVerent from what you
have in your hands as you read this—assuming you’ve got
this far. If for no other reason than that there may be less
money to take it to the printers! The pSTI of the future may
resemble a cross between TV Times, Sight and Sound, and
the New York Review of Books. Experts summarising the

state of the art, articles from STI and other journals
abstracted with an expert’s commentary placing it in the
context of current knowledge and practice, regular
commissioned short reviews of recent advances in specific
areas, research methodology, debates, updated lists of
websites of interest, etc . . .

It is an exciting world we are entering. I have agreed to
stay on as editor till December 2002. We have already
expanded the hanging committee and will need to make
other adjustments to meet the new challenges. We are ask-
ing the editorial board to become actively involved in
moulding the new journal. We hope, and believe, the
changes will make STI even more useful to you, the reader.
Yet without your input these thoughts will be like raw eggs,
nourishing, but crude. So please let us have your
views—“p” or “e”!

MOHSEN SHAHMANESH
Editor, STI

1 About HighWire Press. Highwire.stanford.edu/about.shtlm
2 In attendance were Michelle Dimler, Tony Delamothe, Sarah Edwards,

Richard Lau, Rob Miller, Janet O’Flaherty, Jonathan Ross, Mohsen Shah-
manesh, Helen Ward, Alex Williamson, and Jonathan Zenilman (by
phone). Annemiek de Ruiter and Simon Barton could not attend but sent
their views.

Sexually transmitted infections in women who have sex with
women: who cares?

What is known about the occurrence of sexually transmit-
ted infections (STI) in women who have sex with women
(WSW), and should it matter? Demographically, this is not
a trivial issue: estimates of lifetime same sex behaviour
among women range from 8% to 20%, and between 1.4%
and 4.3% of all women may be WSW on the basis either of
behaviour or self defined identity.1–3 WSW have tradition-
ally been viewed as “low risk” for STI, including HIV, and
data from several small studies seem to support this
belief.4–9 However, as is often the case when one attempts to
categorise any group by a descriptive “measurement” as
complex as sexual behaviour, the real situation is of course
more complicated.

As several studies have reported, the sexual practices of
WSW present a reasonable means for vagina to vagina
transmission of infected cervicovaginal secretions,10–12 a con-
cept most directly supported by documentation of trichomo-
niasis being sexually transmitted between women.13 There is
strong evidence that transmission of human papillomavirus
(HPV) between female sex partners occurs, as HPV and
associated squamous intraepithelial lesions (SIL) have been
detected in WSW who reported no previous sex with
men.10 14 15 Bacterial vaginosis (BV), a condition associated
with pelvic inflammatory disease and adverse outcomes of
pregnancy,16 occurs in 24% to 51% of WSW,5 9 12 17 18 and
sexual transmission of some responsible factor has been
debated.12 17 Although uncommon, transmission of HIV and
hepatitis B between female sex partners has been
reported.19–23 Many WSW are also at risk for STI acquisition
from male partners. Even when surveyed outside STI clinic
settings, most WSW report having had sex with men, and
many (20–30%) continue to have sex with men as well as
women.24 Female adolescents who have sex with other
females may be especially likely to engage in unprotected sex
with both male and female partners.25

In this issue of Sexually Transmitted Infections, Fethers
and colleagues report (p 345) a case-control study of 1432
WSW attending a public STI and HIV clinic in Sydney for
routine sexual health screen.26 Almost one in 10 women
attending these clinics were WSW; only two thirds of these
were screened for STI. Why those unscreened sought care
at the clinic, and what determinants went into the decision
not to screen them, is not described. More common among
WSW relative to matched heterosexual controls were BV,
previous diagnosis of STI, and seropositivity to hepatitis B
and C; less common was a report of previous genital warts.
Equally prevalent were gonorrhoea, chlamydia, HIV, and
Papanicolaou smear evidence of SIL. Trichomonas vagina-
lis, Chlamydia trachomatis, and HIV infections were
detected in WSW reporting sex exclusively with women in
the previous year. WSW more commonly reported having
had sex with men who have sex with men (MSM) and
injecting drug users (IDU), as well as a higher number of
lifetime partners, ever having exchanged sex for money,
and being IDU themselves. As the authors note, the preva-
lence of BV (8%) was low relative to that seen in other
studies of WSW, possibly because one third of WSW
attending the clinic were not screened for BV.

This report is important for two major reasons. Firstly,
while case-control studies have their own set of limitations,
they oVer one approach to circumvent some of the method-
ological challenges inherent in studying WSW. As eloquently
reviewed in a discussion on research in sexual minorities by
a multidisciplinary task force report on lesbian, “gay,”
bisexual, and transgendered health,27 the methodological
considerations underlying population selection, subject
sampling, and recruitment are complex. Precisely defining a
reproducible study group, while simultaneously acknowl-
edging and accounting for the inherent heterogeneity in
most populations, is especially challenging when studying
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sexual behaviour and its attendant risks and outcomes. Well
controlled studies in reproducible populations can surmount
some of these challenges; the case-control methodology
employed by Fethers and colleagues in studying their STI
clinic population is a good example.

Secondly, and more importantly, this is now the third
study to show an alarming prevalence of HIV related risk
behaviours in WSW who report sex with men during a visit
to an STI clinic. These risks include sex with homosexual
or bisexual men, use of injection drugs and of crack
cocaine, and exchange of sex for drugs or money.28 29 In our
analysis of WSW attending our STI clinic in Seattle, Wash-
ington, WSW who reported sex with both male and female
partners in the preceding 2 months had a high prevalence
of risk behaviour for HIV acquisition, and women report-
ing sex only with other women in the preceding 2 months
more commonly reported ever having had sex with a
homosexual or bisexual man.29 Further, among 550 WSW
queried in a community survey done in San Francisco,
40% reported unprotected vaginal or anal sex with men
during the past 3 years, including men who had sex with
men and male IDU.30 A large, cross sectional, community
based study of sociometric networks among IDU found
that same sex behaviour among women was independently
associated with a twofold increase in the likelihood of HIV
infection.31 Thus, the proportion of HIV infected women
who have sex with women may be substantial, while use of
barrier methods to prevent STI transmission in such
encounters may be low.32 In summary, these WSW could
theoretically function as a “bridge” population: one with
sexual links to men (possibly men at higher risk for
STI/HIV by virtue of either being IDU or having sex with
other men) and to WSW who are sexually active only with
women. Such exposures could prove significant for WSW
who may be classified as “low risk” when they later report
exclusive same sex behaviour.

Despite this provocative and diverse evidence, we have
only a limited understanding of the frequency and range of
behaviours that put WSW at risk for STI acquisition, and
no generalisable estimates of the epidemiology of STI in
WSW. Why don’t we know more? Attempts to use national
or local surveillance data to estimate the prevalence of STI
among WSW are limited in that many risk classifications
have either excluded same gender sex among women or
subsumed it under a hierarchy of other behaviours viewed
as conferring greater risk.33 Few STI reporting systems
routinely collect information on same sex behaviour among
women. The situation is further complicated by the ques-
tion of whether sexual minority women receive appropriate
preventive health care,34 35 and thus are even likely to access
systems which might capture incident STI or consequent
syndromes. For example, WSW probably do not receive
Papanicolaou smear screening according to recommended
guidelines; whether this relates to erroneous beliefs about
personal risk for HPV and cervical cancer, or because pro-
viders do not appropriately screen WSW, is not
known.10 36 37

What are the challenges and tasks for those working in
this area and those responsible for directing STI research
and policy? As noted by Fethers and colleagues,
traditional assumptions about the sexual practices be-
tween women have generally implied that such activities
confer low or no risk. Such generalisations are often made
categorically, without specific knowledge of sexual prac-
tices. At best, they are informed by disinterest, or by a lack
of willingness to believe that the area is worthy of further
study; at worst, homophobia and sexism contribute to
these views. Such premature conclusions about STI risk
among WSW adversely aVect our ability to gather data
that would illuminate our lack of knowledge. This “early

closure” is deleterious not only for research directly
related to STI in WSW; in large studies of more
“traditional” health outcomes, such as breast cancer and
heart disease, data on sexual orientation are not routinely
collected despite the importance of measurements related
to women’s reproductive health histories. A tendency to
dismiss the value of studying STI in WSW may certainly
adversely aVect the likelihood that research proposals are
funded, and that research findings are published in
journals with relatively wide readership in the scientific
community.

Why study STI in WSW? Reasons for testing any scien-
tific hypothesis should not be because it is politically man-
dated, because it is politically expedient, or because “it
hasn’t been studied.” Research and funding priorities
should be based on sound hypotheses and solid data. In the
United States, the Institute of Medicine report on research
priorities for lesbian health confirmed the need for more
extensive data on sexual practices and healthcare seeking
behaviours that put women who have sex with women at
risk for STI.38 The work of Fethers and colleagues adds to
the growing body of evidence that supports this line of sci-
entific inquiry. It also reminds us that our attempts to cat-
egorise people by “sexual behaviour” into risk groups that
neatly predict STI epidemiology and transmission must
account for the complexity and subtleties that characterise
human sexual behaviour.

JEANNE M MARRAZZO
Department of Medicine, University of Washington, Seattle, WA, USA
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Postal research: too many problems?

Postal research is a valuable means of collecting health
related information. Although the majority of mailed
research is in the form of questionnaires, postal services
have also been used to report the results of home tests or to
obtain clinical specimens.1–7 This approach has been shown
to be valuable in certain screening programmes. For exam-
ple, home testing for glycosuria and subsequent reporting
of the results is a simple and eVective way of population
screening for diabetes mellitus.1 For genitourinary medi-
cine physicians the concept of postal screening may provide
an acceptable method of screening low risk populations for
certain sexually transmitted infections. A number of stud-
ies have already investigated the potential for postal
screening for Chlamydia trachomatis infection using mailed
specimens including first void urine and vaginal flush
samples.3–7

On the surface, postal research would appear to provide
a simple, cost eYcient means of reaching a widely
dispersed population, many of whom would not normally
attend a healthcare setting. However, there are a number of
factors that need to be considered in the design of the sur-
vey and careful interpretation of the information obtained
is essential to ensure the validity of results.

Response rates
One of the major problems with mailed research is that
response rates tend to be low. Response rates will vary
depending on the type of survey and the persistence of the
investigators in terms of both the number and type of con-
tacts with the subjects.1 3 8 9

Higher response rates are seen when repeat mailings are
sent to subjects. In their study investigating non-response
bias in postal surveys, Tennant and Badley report an 87%
response rate after four mailings of the survey.8 The first
mailing saw a 57% response, increasing to 73% after the
second mailing and 81% after the third.

Macleod et al surveyed a mixed population of 200
subjects, requesting mailed urine samples to screen for C
trachomatis infection.3 They report a response rate of 93%
from the 68% of the original subject group who were con-
firmed to be resident at the address registered with their
general practitioner. To achieve this response rate they sent
out two mailed packages by recorded delivery and
subsequently telephoned or visited non-responders.

The request made by the study can influence participa-
tion. Etter et al 9 set out to establish whether asking subjects
to provide a saliva sample in conjunction with a survey

would influence response rate. They found an 11% lower
response rate than when participants were asked only to
complete a questionnaire related to smoking habits. It was
proposed that the lower response may have arisen as a
result of participants’ concern that tests other than those
specified may have been performed on the samples, such as
HIV testing or drug screening. Alternatively, participants
may not have felt adequately compensated for providing a
specimen.

A low response rate will also be seen if address databases
are not regularly updated, particularly where highly mobile
populations such as students are being surveyed. Macleod
et al 3 reported that 32% of subjects aged 18–45 were no
longer living at their GP registered address in their postal
survey. Others have also reported the inadequacy of family
practitioner committees’ lists, and noted that screening
programmes will fail if population registers are not
improved.10

Incentives
Numerous incentives designed to improve response rates
have been evaluated, and it would appear that a combina-
tion of these incentives is most eVective.

Spry et al11 found that prenotification in combination
with a lottery incentive significantly improved response
rates and that prenotification by telephone, although more
expensive, was more eVective than by postcard. The lottery
incentive alone did not increase response rates significantly.
Reminders in the form of a letter or postcard, or as a repeat
mailing of the questionnaire, have been shown to increase
response. This eVect tends to decline after the second
mailing.11

It is generally perceived that shorter questionnaires are
more likely to be completed than longer ones, and some
investigators reduce the length of questionnaires in an
attempt to enhance response at the expense of the amount
of information obtained. However, Spry et al11 compared
an eight page survey with a two page survey and found that
the length of these questionnaires did not appear to influ-
ence response rates. HoVman et al12 found similar results.

A meta-analysis of mail survey response rate by Fox et al
reported that the largest increase in response rate was seen
with university sponsorship of the study, prenotification by
letter, and stamped return postage.13 First class outgoing
postage and the colour of the questionnaire were other fac-
tors identified.
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